
by tension from the mesocolon, we were able to demon¬
strate on the cadaver, as indicated in the accompany¬
ing illustration.

Such an anatomic explanation would fit in well with
the clinical phenomena, and account for the rapid onset
of the albuminuria whenever the pincers obstruct the
blood flow in the left renal vein, and its equally rapid
subsidence when the compression is released. It would
explain why not all lordotic persons are albuminurie,
and why not all visceroptotic persons are albuminurie ;
for only when the angle formed by aorta and mesen-
teric artery is sufficiently acute, and the renal vein lies
closely enough to be compressed, is there the entire
mechanism that will produce a left renal stasis.

The left suprarenal veins empty into the left renal
vein, proximal to the point of compression, so that
concurrently with renal stasis there must occur left
suprarenal stasis, caused by the same factors. Just
how, if at all, this suprarenal circulatory disturbance
has any bearing on the well recognized blood and pulse
pressure variation from normal, which occurs in this
condition, constitutes an interesting problem, and
merits further investiga¬
tion.

CONCLUSION
Orthostatic albuminuria

is due to renal stasis
caused by a compression
of the left renal vein, in
arterial pincers composed
of the aorta and the
mesenteric artery. These
arterial pincers become
operative when the aorta
is projected forward by a
lordosis or when the
mesenteric artery is pulled
to tautness by the vis-
ceroptotic tug from the
mesocolon.

Further study should determine whether either one
of the two branches of the arterial pincers, acting
independently, can sufficiently compress the vein. That
is, we hope to be able to show whether the abdominal
visceroptosis alone can produce the albuminuria,
whether the lordosis alone can produce it, or whether
both are necessary factors in the productive
mechanism.

The magnitude of the pulse pressure holds no rela¬
tion to the albuminuria, nor has it any influence on the
elimination of water, urea or chlorids.

Further investigation should throw light on what
influence the circulatory disturbance of the left
suprarenal gland may have on the genera! vasomotor
instability in this condition.

SO East Seventy-Ninth Street—1329 Madison Avenue.

Plastic Operation on Nose.—O. Ivanissevich reconstructed
the nostrils in a young woman by grafting a wedge from the
edge of the ear on the thumb. The hand was fastened to the
ear until the flap had grown to the thumb. The flap was
modeled to use for the tip of the nose, and the hand was
then fastened to the face until the flap had grown in place on
the nose. By this intermediate-host method the deformity
was corrected very successfully. The various steps of the
operation are shown with the ultimate outcome in twenty-
four illustration in the Prensa Medica Argentina 8:73 (July
30) 1921.

ISOLATED DISEASE OF SCAPHOID
BONE OF FOOT

ARTHUR S. RISSER, M.D.
BLACKWELL, OKLA.

In 1908, Koehler1 of Wiesbaden reported three
cases of disease of the scaphoid bone of the foot, occur-
ring in children and limited to the scaphoid. Since then
only eleven additional cases have been reported,2 if myrecords are complete ; so we may conclude that the
condition is not very common. The disease is scarcelymentioned in the textbooks of surgery or pathology.The etiology is obscure, though the clinical history,
symptoms and course are fairly uniform. The roent-
gen ray furnishes the only positive means of diag-nosis. None of the cases reported have been fatal, and
none of the patients have been operated on, so that
neither bacteriologic nor pathologic studies have been
made. Hence, the roentgen ray furnishes the nearest
approach to the study of the pathology of the disease.
The roentgen-ray findings are fairly constant and

Fig. 1.—Diseased scaphoid compared with the normal.

typical, and coincide with
the clinical course of the
cases recorded.
In view of the rarityof the disease and the dif¬

ferences of opinion as to
its etiology and pathology,
and because of the fact
that most of the meagerliterature on the subjectis foreign, it would seem
worth while to report an
additional case which
came under my personalobservation.

REPORT OF CASE
History.—A boy, aged 6,

whom I saw in February,1917, complained of pain in the foot. He developed a limpinggait and walked and ran flat footed, as the pain was increased
by the effort to rise on the toes and utilize the spring of the
nrch of the foot. Pain, however, was never severe enough to
prevent his getting about in his play. There was great tender¬
ness to direct pressure on the dorsum of the foot, especially
over the scaphoid. Marked redness, local heat and swelling
were present. Transient, mild fever was present, but this
might have been due to a concurrent catarrhal infection towhich the boy was subject. The tonsils, while not greatlyenlarged, were subject to repeated attacks of inflammation.
The tonsillar and cervical glands were slightly swollen. No

1. Koehler, A.: Ueber eine h\l=a"\ufigebisher anscheinend unbekannteErkrankung einzelner kindlicher Knochen, Verhandl. d. deutsch. R\l=o"\ntgenGesellsch. 4:110, 1908, M\l=u"\nchen.med. Wchnschr. 55, No. 37.2. These cases have been reported by:
Behn: Isolierte Erkrankung des Naviculare pedis bei Kindern,Fortschr. a. d. Geb. d. Roentgenstrahlen 16: 262.
Dobisch: Zur Aetiologie der Koelerschen Knochenerkrankung, M\l=u"\n-chen. med. Wchnschr. 55:2285.
Fasset, F. J.: Isolated Disease of the Scaphoid, J. A. M. A. 62:1155(April) 1914.
Haenisch: Ueber eine h\l=a"\ufigebisher anscheinend unbekannte Erkran-
kung einzelner kindlicher Knochen, M\l=u"\nchen.med. Wchnschr. 55:2377.

Hetzel, W. B.: Isolated Disease of the Scaphoid Bone of the Foot(Koehler's Disease), Am. J. Orthp. Surg. 15:214 (March) 1917.
rause: Handbuch der Anatomie des Menschen, 1:92, 191[ill].

McClure, C. R.: Isolated Disease of the Scaphoid, J. A. M. A. 71:
1360 (Oct. 26) 1918.

Pfahler, G. E.: Isolated Disease of the Scaphoid Bone of the Foot
in Children (Koehler's Disease), Surg., Gynec. & Obst. 17:625(Nov.) 1913.

Preiser: Zur Frage der typischen traumatischen Ern\l=a"\hrungsst\l=o"\rungender Kurzen Hand- und Fusswurzelknochen, Fortschr. a. d. geb. d.R\l=o"\ntgenstrahl 17: 360.
Sch\l=a"\ffer,K.: Die K\l=o"\hlerscheKnochenerkrankung, M\l=u"\nchen.med.Wchnschr. 57:1548, 1910.
Stumme: Fortschr. a. d. Geb. d. R\l=o"\ntgenstrahl. 16:342.
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other glands were enlarged. Sometime previously the child
had struck his foot on a chair, but it is not known just what
part of the foot received the blow.

The father and mother were both well. The maternal
grandfather, grandmother, and other relatives on the mother's
side had died of tuberculosis. There was no venereal taint.
Birth had been normal. The child had been artificially fed.
Development had been normal. The boy had had whooping
cough, mumps, chickenpox and repeated attacks of "colds,"
manifested by tonsillitis, pharyngitis, coryza and cough ; he

Fig. 2.—Diseased foot: scaphoid narrowed, outline ragged, granular
appearance.

had had otitis only once (with whooping cough five years
before). At the time of onset of the scaphoid disease he was
just recovering from one of these catarrhal attacks, and the
question is pertinent: Was the bone disease a sequel of the
throat infection? Was it another instance and evidence of
the many manifestations of focal infection? However that
may be, the cases thus far reported give no uniform or con¬
sistent history of trauma as to the possibility of focal
infection.

Fig. 3.—Diseased foot, recovery advanced, scaphoid regaining normal
size, shape and roentgen-ray appearance.

Clinical Course.—A plaster cast was applied and worn for a
few days, when the discomfort of the eruption of an inter-
current attack of measles necessitated its removal. The cast
was purposely not reapplied, as it was decided to test the
necessity of fixation and support. Within three months the
acute symptoms of swelling, pain on weight bearing, tender¬
ness on pressure, and limping had practically disappeared,although it is worthy of note that these symptoms were tem¬
porarily increased after the attack of measles. The pain and

tenderness were never severe enough to prevent the child
from using the foot in play, though for about three months
the limp and the tendency to walk flat footed or on the heel
were very marked. The boy's gait resembled that of a child
which had had an infantile paralysis affecting one leg.
The roentgen-ray findings in all the cases thus far reported

are fairly uniform, and they may be summarized by describing
the appearances in my case. The scaphoid shadow as a whole
was much smaller in all dimensions than normal, but especially
was it flattened anteroposteriorly, perhaps to a half of its
normal thickness. Instead of the normal and smooth edged
and rounded outline, the margins of the bone shadow were
very ragged and irregular. The normal trabeculated appearance
of the bone was lost so that the diseased scaphoid contrasted
strongly with the other bones of the foot and with the
scaphoid of the opposite side. No distinction was possible
between cortex and medulla. The roentgenogram revealed a

greatly increased but irregular, somewhat granular density of
the whole body of the bone and in particular of the ossifying
center.

Roentgenograms disclosed a gradual return of the bone to
normal, coincident with the improvement in the clinical signs,
and in six months it was impossible, roentgenogically, to dis¬
tinguish between the two scaphoids.
It is with the hope that other cases may be carefully

studied and recorded, and that the various obscurities
of this disease may be cleared up, that I present this
report.

Clinical Notes, Suggestions, and
New Instruments

A MODIFICATION OF THE FLAGG ANESTHESIA
APPARATUS

Richmond Douglass, M.D., New York

Devices for administering ether are already widely varied
in the mechanical details, but the modification here described
has proved its worth. As junior intern I had a Flagg
machine assigned to me for the routine anesthesia work. It
was very satisfactory because of the visible ether-drop feed
(E), and the fact that the gas-oxygen inlet (GO) led directly
to the airway (A) between the rebreathing bag and the mask,
making it a complete unit in which it was possible to use gas

Modification of Flagg anesthesia apparatus.

or oxygen at any time without interfering with the ether
administration. The only provision, however, for allowing
the patient air during the course of the anesthesia was to
empty the bag partly and then refill it by means of the valve
over the mask. At best this gave a varying mixture for
respiration, and made one more demand on the anesthetist's
attention.
A certain amount of rebreathing seems to be desirable, but

it is well not to exclude air too much. Luke, in his textbook
on anesthesia, says that the more air deprivation the patient
is subjected to, the more likely will he be to suffer from after-
sickness and headache. The widely used Bennett apparatus
provides ample means for allowing fresh air to enter.
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